• Scenario 1: A 33-year-old female presents to the emergency department. The patient is bleeding and covered in bruises. She has a broken finger so swollen that she cannot remove her ring. She states that she got drunk and had a fistfight with her roommate, a 27-year-old female, who has accompanied her to the emergency department.
• Scenario 2: A 19-year-old female presents to the hospital, going into labor with her first child. She is accompanied by two young adults: a female, who is also pregnant, and a male, who identifies himself as the patient's boyfriend and the baby's father. The female companion remains in the patient's room and is supportive. The boyfriend frequently steps out of the room to speak on the phone or to meet privately with other female visitors. • Scenario 3: A 25-year-old female accompanied by law enforcement presents to a mental health facility. The officers explain that the patient originally presented to an emergency department with claims of "going crazy." Under direction from the emergency department, law enforcement then transported the patient to the W.J. Barnes • H.A. Gibbs (*) Dignity Health, 185 Berry St. #300, San Francisco, CA, USA e-mail: andlifecontinues@yahoo.com; Holly.Gibbs@DignityHealth.org mental health facility. The patient admits to suicidal thoughts and hearing voices but cannot remember what the voices say. Additionally, she has two children; she says that the father visits but is not in the picture consistently.
If you guessed the patient in the second scenario, you would be right. However, if you guessed the patient in the first or third scenario, you would also be right. All three are based on actual interactions between a health care system and a survivor of sex trafficking: Coauthor Wendy Barnes was trafficked for more than 10 years, beginning at age 17. These scenarios describe actual clinical presentations based on her experiences in which she was the patient or companion.
Trafficked persons can present in a number of ways. In order to be better prepared to screen for red flags, health care professionals must first be educated on what human trafficking really means and which patient populations might be at greater risk of exploitation. Key health care professionals like clinicians and social workers should also be educated on trauma-informed care. The authors propose this foundation of education as the first step in preparing professionals on how to identify and effectively respond to trafficked persons.
Discussion

Essential Knowledge
Overcome Misconceptions
For many people in the USA, the term "human trafficking" is associated strictly with images of exploitation overseas. However, every country is affected by human trafficking, including the USA [2] . Even among those who do recognize that trafficking occurs in the USA, the term often conjures an image of people being smuggled into the country or small children being chained to beds. If this is a health care professional's understanding of what human trafficking looks like in the USA, then that professional has likely missed, and will continue to miss, opportunities to intervene in human trafficking cases.
In 2000, the USA passed the Trafficking Victims Protection Act (TVPA), which outlaws two common forms of human trafficking: sex trafficking and labor trafficking [3] . Based on the TVPA's definition of human trafficking, the National Human Trafficking Resource Center (NHTRC) [4] identifies three "victim" populations associated with these federal crimes:
• Anyone under age 18 who is induced under any circumstance to perform a commercial sex act 1 1 TVPA defines a commercial sex act as "any sex act on account of which something of value is given to or received by any person." This can include money, drugs, or survival needs like food and shelter.
• It is critical that health care systems educate all of their staff-from security officers and registration staff to physicians, physician assistants, nurses, and social workers-on the realities of human trafficking. In order to ensure that all staff members have basic knowledge on the topic, the authors recommend several educational options, including in-person classes and self-study modules. For example, Dignity Health, the largest hospital provider in California, created a self-study basic education module and offered it as a resource to staff: Human Trafficking 101: Dispelling the Myths addresses ten untruths associated with sex and labor trafficking as well as a description of red flags in the health care setting with instructions for frontline staff to follow in the event red flags are recognized.
There are many misconceptions about human trafficking, many of which are perpetuated by the media. For example, one falsehood covered in Dignity Health's Human Trafficking 101 module is that human trafficking and human smuggling are the same crime. The US Department of Homeland Security Office of Immigration and Customs Enforcement (ICE) defines human smuggling as "the importation of people into the United States involving deliberate evasion of immigration laws." [5] Human smuggling is a violation of these laws, whereas human trafficking is a violation of a person's basic human right to life, liberty, and the pursuit of happiness. It is also untrue that persons trafficked in the USA are always foreign nationals. In 2015, the NHTRC hotline received 5500 cases of reported human trafficking in USA, and at least 1660 cases involved US citizens or lawful permanent residents [6] .
Another misconception covered in Human Trafficking 101 is that trafficked persons will always reach out for help. The media often portray the most sensationalized scenarios of this crime. The public sees images or movies portraying children being abducted or people held against their will. The viewer consequently assumes that the "typical" trafficked person is not only waiting to be rescued but also that they will reach out for help at the first opportunity. However, more often than not, trafficked persons do not seek help for many reasons, including the following, highlighted in Human Trafficking 101:
• They may not self-identify as a victim, and may blame themselves for their situation.
• They may have trauma-bonded with the trafficker. As defined by Austin and Boyd [7] , traumatic bonding is "a strong emotional attachment between an abused person and his or her abuser, formed as a result of the cycle of violence." • They may not know their rights or options.
• They may fear retaliation against them or their families.
• They may fear authorities and the possibility of being charged with a crime and going to prison or being deported.
Recognize High-Risk Patient Populations
Clinicians must not rely on trafficked persons to self-identify. In this chapter, we share Wendy's story as one example of human trafficking in the USA. Wendy was trafficked by a violent man. He lured young women and girls into abusive "romantic" relationships-in fact, he is the father of Wendy's three children-and then he forced the women and girls into street prostitution and escort services. He was ultimately sentenced to life in prison.
In the first two scenarios outlined in the Introduction, Wendy was the companion; in the third, she was the patient. In the first scenario, Wendy did not assault the patient; rather, the patient's wounds were inflicted by the trafficker and the women were forced to fabricate a story to explain the injuries. In the second scenario, Wendy and the female companion were both pregnant by the same man. There have been many cases in which male traffickers have fathered children with women under their control. Oftentimes, the result is that the bond between the trafficker and the trafficked person is strengthened [8] . In the third scenario, Wendy was seeking refuge in a psychiatric ward to escape the cycle of violence and forced prostitution. She was discharged by the mental health professionals who did not identify the underlying cause for her presentation. Wendy's perspective can help medical professionals understand why a trafficked person might not explicitly reach out for help.
As a child, Wendy felt unloved and bullied, and she also experienced sexual abuse at the hands of her stepfather. Child protective services removed Wendy from the home, but Wendy's mother later moved Wendy back in with her stepfather because it was the only way her mother could provide a warm home for her two children. In her memoir, And Life Continues: Sex Trafficking and My Journey to Freedom, Wendy describes how she perceived the consequences of disclosing the abuse [9] So, when Wendy's mother asked Wendy if she would be willing to move back into the stepfather's house, Wendy agreed. Acceptance of abuse became part of Wendy's understanding of love, family, and home. Abuse was so normalized in her life that Wendy had become the perfect target for a sex trafficker. And the lesson she had learned was that reaching out for help either created more harm or accomplished nothing.
Today, Wendy has rebuilt her life, published her memoir, and is a national speaker and advocate for current and formerly trafficked persons. Below, Wendy describes her initiation into sex trafficking and some of her interactions with health care: 
Extended Education: Victim-Centered and TraumaInformed Care
In addition to basic education, Dignity Health created an extended education module to be assigned to key staff like clinicians and social workers who will likely engage with trafficked persons. This module addresses a "victim-centered" approach and trauma-informed care as well as ways to engage patients and internal protocols.
As defined by the US Department of Justice Office for Victims of Crime, a victim-centered approach gives priority to a patient's "wishes, safety, and well-being … in all matters and procedures" [10] . If health care professionals remain focused on "the needs and concerns" of a patient, they can ensure a "compassionate and sensitive delivery of services in a nonjudgmental manner" [10] . As described in Dignity Health's Human Trafficking 102 module, a victim-centered approach is important for all patients but especially for patients who have experienced a crime like human trafficking. Traffickers often make all decisions for persons under their control, including when to work, how long to work, and when and where to sleep and eat. To help a trafficked person recover, health care professionals must help to instill in the patient a sense of safety and personal agency as soon as possible.
Dignity Health's extended education module also stresses the need to maximize the patient's input in all decisions regarding care, including if and when to contact law enforcement. Patients who have experienced sex or labor trafficking are often fearful of law enforcement. Therefore, clinical education should emphasize that law enforcement not be contacted against the patient's wishes unless a report is mandated by law, there is a threat of serious harm to the patient or other individuals, or there is imminent danger in the clinical setting. Clinicians should offer to contact a survivor advocate or service provider when a patient does not want law enforcement involved. Recalling her own experiences, Wendy emphasizes the importance of an approach that maximizes a patient's decision-making abilities:
People ask me what is needed when encountering a trafficked person and I tell them, first and foremost, a genuine caring about that person. There must also be a sense of respect for his or her choices, even if those choices differ from what is considered best for them.
For those of us under Greg's control, our minds were scrambled; our thinking was not our own. We were trained not to make eye contact. At Dignity Health, one "tool" offered to suspected or known trafficked persons is the NHTRC hotline: 1-888-373-7888 or text 233733 (BeFree). The NHTRC hotline is available 24/7 to report potential cases of human trafficking and provide information on local, regional, and national resources. NHTRC hotline specialists speak both English and Spanish and can communicate with callers in over 200 additional languages using a 24-h tele-interpreting service. Dignity Health clinicians and social workers are equipped with plastic "shoe cards" with the NHTRC hotline printed on them. These cards, available in several languages, are small enough to be hidden in a patient's pocket or shoe if the patient chooses to take one. The patient can then contact the hotline at a later time when ready to seek help.
In the extended education module, Dignity Health also emphasizes the importance of trauma-informed care. It is essential that clinical staff understand trauma and how trauma can affect a trafficked person's response "to services and the criminal justice process" [10] . Clawson et al. [11] describe varying levels of trauma:
Trauma exposure occurs along a continuum of "complexity," from the less complex single, adult-onset incident (e.g., a car accident) where all else is stable in a person's life, to the repeated and intrusive trauma "frequently of an interpersonal nature, often involving a significant amount of stigma or shame" and where an individual may be more vulnerable, due to a variety of factors, to its effects…. It is on this far end of the continuum where victims of human trafficking, especially sex trafficking, can be placed.
From a trauma-informed care perspective, health professionals understand that a trafficked person's response may be influenced by past trauma rather than a deliberate attempt to be difficult. For example, consider the third case scenario presented in the Introduction of this chapter. After years of victimization, Wendy turned to an emergency department for help. She claimed to be "going crazy" in order to gain a temporary escape. The health professional recognized that Wendy was lying; however, did she recognize that Wendy's lying might be a response to trauma, even a cry for help?
How would you respond? Would you and your staff see a difficult patient, a criminal, a "frequent flyer," a drug addict, a prostitute, a bad mother, an irresponsible wife? Or would you see a potential victim of abuse or exploitation, possibly human trafficking? If you did see red flags associated with human trafficking, what protocols are in place to guide staff on how to respond to a patient like Wendy? As you reflect on these questions, consider Wendy's perspective, as a trafficked patient, on her encounter with the psychiatric hospital. 
Conclusion
To ensure that health care professionals do not miss trafficked persons in the health care setting, the authors recommend providing education similar to what has been implemented at Dignity Health. Basic education on sex and labor trafficking should explain what human trafficking really means, including legal definitions, descriptions of vulnerable populations, and red flags in the health care setting. Extended education should include a discussion on victim-centered, trauma-informed care as well as suggestions on how to engage patients and an in-depth review of internal protocols. Whether education is in-person or self-study, the modules should include survivor stories to help facilitate understanding of trafficked persons' perspectives and vulnerabilities. Armed with knowledge, tools, and protocols, health care professionals are in an extraordinary position to identify trafficked persons, initiate their return to safety, and instill a sense of personal agency necessary for recovery.
Recommendations
The authors encourage health care systems to implement staff education programs that provide the following:
1. Basic education on sex and labor trafficking that includes survivor stories, along with a deconstruction of misconceptions often associated with human trafficking, red flags in the health care setting, and instructions for all frontline staff in the event red flags are observed. 2. Extended education for key staff who will engage with suspected or known trafficked persons. These key staff should be clearly identified in internal protocols. Extended education should include a discussion of a victim-centered approach, trauma-informed care, and an in-depth review of internal protocols. Whenever possible, include survivor stories or perspectives. 3. Ongoing education, including case scenarios, should be part of staff training. For example, Dignity Health created a third module, Human Trafficking 103: Case Scenarios, which presents ten clinical scenarios based on experiences of sex and labor trafficking survivors. This module is meant to be used in a group setting for staff to discuss concepts covered in education, protocols, resources, and tools like the NHTRC shoe card. 4. An internal multidisciplinary team should meet regularly to debrief on clinical cases and discuss protocols, education needs, awareness events, and other projects.
